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Chapter 17
Person-Centered Prevention

Salman Rawaf, Celine Tabche, George N. Christodoulou, David Rawaf, 
and Harumi Quezada-Yamamoto

17.1  Introduction

Identifying novel and more effective intervention strategies in health and healthcare 
are needed because disability has become an increasing component of disease burden, 
significant research, development investment, and health expenditure in recent years 
[1]. With population growth and the rapidly ageing global population, the demands on 
health services to deal with disabling outcomes will require policymakers to antici-
pate the magnitude of these changes. Furthermore, the Coronavirus SARS-Cov-2, the 
causative agent of COVID-19, has changed most if not all of our public health 
approaches to prevention. During this pandemic, public health developments, includ-
ing precision public health, were another milestone in this speciality’s history [2].

Benefiting the most significant number of people through preventing disease, 
prolonging life, and promoting health should be the mission of all healthcare work-
ers. This strategy requires collaboration between health leaders involved in educa-
tion, politics, businesses, and charities. The Robert Wood Johnson Foundation in 
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Fig. 17.1 True population health management

2014 described the management of proper population health through a diagram 
which was slightly edited for this chapter to fit current trends (See Fig. 17.1) [3].

Figure 17.1 clearly illustrates how the health factors are divided and what health 
systems need to achieve the ultimate goals of adding years to life and improving 
quality of life by adding life to years. The concept of prevention can be understood 
more clearly when explained by the fact that the fate of population health manage-
ment falls on the changes in policies and programs. Prevention covers two core 
levels: community and person. Community prevention addresses social, economic, 
and physical environmental factors, while person-centred prevention focuses on 
individual health, behaviours, and clinical care. While these factors may flow and 
overlap between the two main levels, community, and person-centred prevention, 
they represent the general understanding of health systems and how to move for-
ward with any prevention policy.

The outstanding results of small advances in prevention can be seen through his-
tory. Dating back to the fifth century BC, the Greek father of medicine, Hippocrates, 
has an aphorism attributed to him, “It is more important to know what sort of person 
has a disease than to know what sort of disease a person has”. He distinguished 
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personal characteristics and lifestyle patterns from disease symptoms experienced 
by the individual. Hippocratic therapies mainly focused on changes in exercise, 
food, and lifestyle patterns that include sleep, baths, sexual practice, and other 
habits [4].

The nineteenth century presented one of the most symbolic examples of pre-
vention during the cholera epidemics in London. Around 50,000 deaths were 
reported per season, which is approximately 20 per 1000 individuals in the pop-
ulation at the time [5]. Doctor John Snow had kept records of patients with the 
disease, trying to figure out the common factor between them. As a result, he 
realised that all cases had direct contact with water or food contaminated with 
water from the Broad Street Pump in Soho. It was unnecessary to know all the 
facts about cholera before taking preventative public health action that targeted 
individual homes and routines. The pathogen vibrio cholera was not discovered 
for another 30 years.

Another example is that of James Lind who used lime juice to prevent scurvy 
when ascorbic acid’s chemical pathway had not yet been discovered. Typhoid and 
paratyphoid provide another successful story of prevention. The provision of safe 
water supply, sanitation, and further measures to ensure food safety (dairy, fish, etc.) 
by the end of the nineteenth century, led to enteric fever being rare in England and 
Wales nowadays [6]. More recently, vaccines have played a significant role in pre-
vention and particularly during the twentieth century. Diseases such as polio, teta-
nus, rubella, measles, whooping cough, and diphtheria are rarely seen by doctors 
today while smallpox has been eradicated [7]. The reduction of maternal mortality 
can also be attributed to prevention [8].

From the use of gloves and other public health techniques to higher professional 
standards among doctors and other health professionals, legislative and administra-
tive mechanisms, prevention has been the main reason some diseases have been 
avoided or eradicated. Prevention requires a nationally led drive that makes people 
the priority instead of the system; this can help reduce lifestyle causes of poor health 
and target those with the highest risks of ill health. The users’, carers’, and families’ 
priorities should be critical points to organise health services. Carer, voluntary, and 
community sectors contribute massively to help individuals and support prevention 
services. Therefore, their input is vital to design and provide person-centred care. 
Equally as important is the government’s ability to secure the funding for this activ-
ity and increase public financing because, without this source, any policy’s goals 
will be unachievable [9]. This central notion leads to the role of public health as 
described by the Centers for Disease Control and Prevention (CDC). There are ten 
essential services provided through the role of public health that link all healthcare 
processes and allow policy development to improve the community’s health (See 
Fig. 17.2) [10].

It is important to note that research is a critical element of assessment, policy 
development, and assurance, which has not been highlighted in the figure pro-
duced by the CDC in 2020. Research is the only route that brings beneficial 
real-world evidence to the legislative process, allowing policy change and 
development. The main goal for the CDC in Fig. 17.2 was to achieve optimal 
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Fig. 17.2 Ten essential public health services. (Source: CDC—10 Essential Public Health 
Services—CSTLTS [10])

equity while removing obstacles that might result in health prejudice. Moreover, 
these public health services will help draw out proper disease prevention strate-
gies and be key pillars for health systems and policymakers in individual and 
population health improvements.

Every year, it is more evident that we need to shift away from the traditional 
models of care to a tactic focused on self-care, empowerment, and prevention on the 
grounds of efficiency. Community-based services, for example, can deliver preven-
tive support for people with chronic conditions. Patient empowerment is achieved 
through self-care with action plans, support, and follow-up in primary care rather 
than secondary care [11]. Patient involvement in prevention has become a priority 
in the policy agenda and is connected with the system’s transformation. Now that 
the basic understanding of the person-centred prevention approach has been dis-
cussed, prevention recommendations will be tackled along with their unique char-
acteristics and challenges.
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17.2  The Knowledge Base of Person-Centred Prevention

17.2.1  Prevention Vs Curative Approach

The emphasis on prevention starts simultaneously at every level of care: primary, sec-
ondary, and tertiary. The target can be as big as the whole population, a specific group 
in the population, and can also be delivered to one person on a one-to-one basis. It is 
important to note that the disease model typically focuses on the individual instead of 
targeting the larger group. Also, it tends to jump in with a cure after the problem has 
struck the individual and affected them physically, mentally, and financially. This 
model can be reformed through primary care, hospitals, state’s decisions, and interna-
tional organisations [12]. At the population level, measures were taken previously 
similar to the water fluoridation decision, where 1 mg of fluoride was added per litre 
of water. Fluoridation was introduced to the USA and UK in the early twentieth cen-
tury to reduce tooth decay by 1970; fluoride was also added to toothpaste [13]. Another 
measure taken due to the iodine deficiency was salt iodisation [14].

For a specific group in a population, like the elderly or children, measures can be 
taken similar to those taken during the COVID-19 lockdown. The Royal Society for 
the Prevention of Accidents (RoSPA) aimed to reduce the pressure on the health 
service because almost 17,000 unintentional injury hospital admissions happen per 
year in Northern Ireland. They started encouraging and campaigning for an accident- 
free home by changing the house’s design and removing objects from the child’s 
reach [15]. In the elderly population, preventive measures can avert falls, accidents, 
and related injuries, reducing the burden on healthcare systems [16].

At the level of person-centred prevention, it starts with the person and their capa-
bilities which includes their medical condition, physiology, and carer focus. Person- 
centred prevention should encompass some main principles like understanding the 
patients’ goals with respect and maintaining confidentiality. Empowering the patient 
through communication, participation, and education is another main principle that 
supports this approach while always creating accessible resources. For example, the 
CDC has placed new goals for early detection of dementia by 2023; local public 
health agencies will prepare all communities by changing the environment, sys-
tems, and policies. One of the developed actions, E-1, talks about educating the 
families and public about all cognitive and brain health age-related issues and the 
benefits of early detection and diagnosis [17]. Person-centred prevention can be 
incorporated into primary, secondary, and tertiary care through the practitioners, 
community, state, and international organisations contribution.

17.2.1.1  Primary Prevention

The WHO and UNICEF have defined primary health care as “a whole-of-society 
approach to health that aims at ensuring the highest possible level of health and 
well-being and their equitable distribution by focusing on people’s needs and as 

17 Person-Centered Prevention



294

early as possible along the continuum from health promotion and disease preven-
tion to treatment, rehabilitation, and palliative care, and as close as feasible to 
people’s everyday environment” [18].

These organisations have identified what modification is needed for the health 
systems to truly hold the universal health coverage (UHC) principles. This shift 
highlights the importance of a government’s support beyond the health sector on 
all levels. The health systems switch from being designed around the organisa-
tions and disease and start working towards being developed with the people for 
the people. It provides quality, inclusive care throughout one’s lifespan instead 
of being just for specific diseases. This care ranges from promotion and preven-
tion to treatment, rehabilitation, and palliative care. The leading role of doctors 
is to prevent disease as part of their Good Medical Practice [19]. They should 
always put patient care as their first concern. They have significant opportunities 
to educate the general public about preventable diseases and avoidable deaths, 
such as type 2 diabetes, heart disease, and some types of cancer. This teaching 
process is a form of patient empowerment that can lead to great results in 
prevention.

Community’s role in primary care prevention: These community-based pro-
grams in primary care settings are created and tailored to receive optimal outcomes 
in the area. For example, a nutrition program delivered on services for pregnant and 
lactating women similar to the one done in India called Tamil Nadu Integrated 
Nutrition Program [20]. This program was done to educate and empower local 
women on resources to prevent malnutrition and improve maternal and child health. 
The integration of community care into primary care prevention is essential for 
effectiveness, sustainability, and longevity of health systems.

The state’s role in legislation and enforcement has a massive influence on pre-
vention, such as the seat belt, mobile phones in cars, road taxation for maintenance, 
and the crash barrier laws which has also been cost-effective to any state which has 
enforced these rules [21]. During the COVID-19 pandemic, governmental surveil-
lance, monitoring, and prevention measures have proven to be essential for all health 
systems worldwide; practitioners in primary care could not have done it on their 
own [22]. The state should be approached by public health organisations and profes-
sionals in primary care with economic and political evidence on how policy changes 
can benefit the individual and the nation. This step requires research and data col-
lection to draw out evidence-based conclusions and policies on a solid foundation in 
primary care.

International institutions’ role in prevention, such as the International Health 
Regulations, protects against disease at a personal and community level. Their 
COVID-19 position was evident by declaring a global pandemic and supporting 
countries worldwide with policies and guidelines to keep the population safe, even 
though one could argue that the decisions on the vaccination process have not been 
the best globally [23]. However, enforcing lockdown, social distancing, and travel 
restrictions were public health measures dependent on individuals. These measures 
have helped everyone in the healthcare system by reducing the pressure on primary 
care and the wider public health workforce [24].

S. Rawaf et al.



295

17.2.1.2  Secondary and Tertiary Prevention

Secondary prevention highlights early disease detection where healthy-looking 
individuals are the main target with underlying forms of the disease; hence, no overt 
symptoms are present, which is also known as asymptomatic individuals. Therefore, 
screening is the focus of secondary prevention, as seen in some cases during the 
COVID-19 pandemic. Both the medical and outcome stages of a disease are focused 
on tertiary care prevention. It aims to lessen the severity of the disease in symptom-
atic patients. While secondary prevention seeks to detect a disease early and prevent 
deterioration, tertiary prevention seeks to reduce the effects of established disease in 
an individual, improve quality of life, and reduce symptoms. Ordinarily, rehabilita-
tion work is also a form of tertiary prevention for patients.

Hospital’s role in prevention can be done during consultations to identify the risk 
in the patient and link them to the corresponding clinic that can deal with the 
patient’s situation to avoid any future complications. For example, someone admit-
ted with heart problems who might have inadequate knowledge about nutrition, 
alcohol consumption, or smoking should be referred to a clinic that educates them 
on these topics to try and avoid any future predictable complications.

The specialist’s role is to make sure diseases do not progress to damage or cause 
long-term disabilities to patients. This control can be presented in diabetes and cor-
responding complications resulting from high cholesterol, high blood pressure, neu-
ropathy, etc. The patients admitted into hospitals are given a care plan to prevent 
further obstacles in that particular disease and a rehabilitation plan to maintain their 
current normal state with disabilities.

The examples mentioned above show how prevention can be person-centred 
instead of prioritising the system and the disease. Policies need to be changed to 
empower the patient and the public to make sure more diseases can be avoided. 
Hence, the interacting themes (See Fig. 17.3) in person-centred care and prevention 
are health, education, legislation, and sustainability to reach a better future for all.

Person-
Centred

Prevention

Health

Sustainability

Legislation

Education

Fig. 17.3 Interacting themes
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17.2.1.3  Person-Centred Prevention in Psychiatry

The application of the principles and methods of Prevention in Psychiatry is crucial 
not only because of the ancient and wise dictum “prevention is better than treat-
ment” (as exemplified in the Hippocratic Oath where Hygeia, the Goddess of 
Preventive Medicine, is mentioned before Panacea, the Goddess of Therapeutic 
Medicine) but also because of evidence derived from the WHO indicating that in 
many countries “as much as one third to one-half of all mental and neurological 
disorders could be averted by primary prevention methods” [25].

The person-centred perspective is, of course, more relevant when applied in clin-
ical practice and preventive lifestyle practices. However, person-centred psychiatry 
recognises the person in the singular and in the plural (i.e., as people in society) 
[26]; therefore, public health preventive practices also, are within the context of 
person-centred prevention.

Regarding clinical practice and, more specifically, diagnosis, the inclusion of a 
personalised (or idiographic) formulation and the standardized diagnosis is charac-
teristic of the emerging person-centred trend [27]. Primary Psychiatric Prevention 
is, of course, prevention “par excellence” and involves the person even before its 
birth (as is the case with genetic psychiatric counselling). Secondary prevention 
involves screening for emerging psychopathological symptoms such as precursors 
of schizophrenic symptoms in adolescence or symptoms and signs indicative of 
increased suicidal risk. Tertiary prevention has been the focus of attention in the last 
years. Following the introduction of effective medication, it has been possible to 
de-institutionalise persons with severe psychopathology and thus avoid the long- 
term effects of the illnesses themselves and the deleterious effects of how the 
patients were kept and treated (institutionalisation).

For further reference, please find the two chapters that discuss Person-centred 
Prevention in Psychiatry and Person-centred Mental Health Promotion and Public 
Health Perspectives in the Person-centred Psychiatry book published in 2016 
[28, 29].

17.2.2  The Added Value

It should suffice to say that prevention will decrease the number of new patients and 
reduce the cases of people who are already suffering, translating into a reduced 
workload for the practitioners and the whole health system. Furthermore, health 
services are costly to the state and individuals, and their effectiveness must be justi-
fied and guaranteed. In some instances, prevention has been proven to be cost- 
saving and cost-effective in the long run [30]. Cost reduction due to prevention 
encompasses fewer admissions, fewer referrals, and in consequence, decreased 
curative treatments and long-term care needed for patients.

In 2010, a report titled “Assessing Cost-Effectiveness in Prevention” gathered 
existing evidence to ensure that the present scarce resources are directed as 
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meticulously as possible to the services provided [31]. This work evaluated 150 pre-
ventive health interventions covering mental health, diabetes, tobacco use, alcohol 
use, nutrition, body weight, physical activity, blood pressure, blood cholesterol, bone 
mineral density, and many more. The authors concluded that the impact of investing 
in prevention relies not only on achieving efficient health systems but also on fairer 
systems, as mentioned previously in Fig. 17.2. The most cost-effective interventions 
with the most significant population health impact were those that included alcohol, 
tobacco, unhealthy foods taxation, mandatory salt limits on processed food, and lapa-
roscopic gastric banding as a preventive treatment for individuals with BMI >35 [31].

17.2.3  The Challenges to Person-Centred Prevention

In a perfect world, doctors would not be needed for treating preventable diseases. 
However, most budgets are allocated towards curing rather than prevention; there-
fore, most medical specialities praise and adhere to curing roles for prestigious pur-
poses. From the operational perspective, prevention can be task-focused by creating 
checklists due to current pressures such as low budget, understaffing, and disinte-
grated services. Nevertheless, public health preventive interventions should not 
neglect the person since health behaviour and clinical care are person-focused, 
which make up 50% of the health factors, according to the diagram mentioned pre-
viously in Fig. 17.1.

17.2.4  An Environment Conducive 
to Person-Centred Prevention

17.2.4.1  Inform and Educate About Healthy Choices

One-to-one patient education for prevention should focus on the individual’s con-
cerns and the support they may need to keep healthy. It should involve sharing 
information, identifying medical and non-medical support needs, discussing 
options, contingency planning, setting goals, documenting the discussion (care 
plan), and monitoring progress through regular reviews, which the English NHS has 
set as a priority in 2017 [32]. Another vital part is the patient’s mental health, where 
the services provided can be tailored to one’s personal life goals and barriers. The 
health care provider’s role as a face-to-face educator should guide the patient to 
improve their health literacy while being responsive to the individual patient’s 
needs. Some consider health literacy the primary responsibility of all physicians. 
Moreover, other health professionals such as nurses, have shown to be very effective 
in delivering information by avoiding medical jargon, engaging in patient questions, 
explaining unfamiliar forms, and using “teach-back” as a method to ensure under-
standing [33]. Teach-back is a technique used by practitioners to ensure that the 
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patient has understood what care plan they need to abide by, which in turn confirms 
that everything has been thoroughly and clearly explained.

Mass education for healthy choices must follow marketing principles to make it 
more attractive. The health sector is competing with the appeal of commercial 
advertisements for unhealthy products aimed at our population, who have to decide 
on the best choices for their well-being. Social media marketing adopts retail mar-
keting tools and techniques, such as audience mapping, insight generation, and cus-
tomer relationship management. It uses them to create marketing and communication 
campaigns that address critical public health challenges [34]. After understanding 
the individual’s journey, behaviour changing programmes and focused campaigns 
can be created to inform the public and offer tools to withstand a behavioural change. 
This transformation can be achieved by supporting an environment encouraged to 
change, help drive cultural acceptance of healthy behaviours, and in the end, influ-
ence policy changes. Making sure to identify the people that are willing to learn, 
give them a chance, and praise them for their enthusiasm invites more individuals to 
join and learn more. Health education has the task of modifying individual behav-
iour and social norms that make healthy choices difficult. Different behaviour 
change models are used for designing these types of interventions in the context of 
a policy market. Still, the Capability, Opportunity, Motivation, Behaviour (COM-B) 
model is probably one of the most popular and widely accepted. Developed by 
Professor Susan Michie and her colleagues at University College London, the model 
looks at the interplay between context, policy, and behaviours to help define behav-
ioural change strategies [34]. The model suggests that the interaction between capa-
bility, opportunity, and motivation influences behaviour. Capability refers to the 
individual’s psychological and physical capacity, opportunity signifies factors out-
side the individual such as societal and environmental influences, and motivation 
shows unconscious processes like emotional responding and analytical decision-
making; these three components influence behaviour. This model can be used to 
understand how to target behavioural change through healthcare education.

17.3  Opportunistic and Systematic Screening

As mentioned above, primary prevention embraces activities to reduce the inci-
dence of a disease, while secondary prevention aims to detect and treat pre- 
symptomatic disease. On the other hand, tertiary prevention includes activities such 
as rehabilitation that reduce chronic incapacity, recurrences of an illness, or deterio-
ration and are designed to help the patient return to educational, family, profes-
sional, social, and cultural life [35].

Opportunistic screening is a modality of secondary prevention that occurs when 
a test is offered by a health professional or requested by a patient outside an organ-
ised programme. Pharmacists, walk-in centres with nurses, and General Practitioners 
(GPs) are frequent points of contact. For example, the Royal College of General 
Practitioners and The Royal College of Australian GPs agree that family physicians 
and primary care doctors have a crucial role in active prevention, including 
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opportunistic screening by targeting high-risk patients or groups [35]. Nevertheless, 
staff in hospitals (secondary care) are equally relevant to this purpose. Although 
specialist care is predominantly delivered within a reactive model of care, which 
contradicts the concept of prevention, secondary care doctors should receive appro-
priate training to perform opportunistic screening, regardless of their speciality. 
This screening training will be on smoking, obesity, hypertension, high cholesterol 
level, bone density etc., to enhance prevention measures [36].

Systematic (organised) screening is another form of secondary prevention con-
ceived to detect disease before symptoms develop. These pre-established national 
programmes are regularly accompanied by law or policy that supports them. The 
process is similar to sifting people through a sieve with a few picked up in the mesh 
and is potentially cost saving [37]. Screening tests vary throughout an individual’s 
lifetime, from pregnancy and birth to adult heart diseases and cancers.

An example of systematic screening made person-centred is the NHS Health 
Check programme, introduced in England in 2009. The programme invites individu-
als aged 40–74 years without pre-existing cardiovascular disease (CVD), kidney dis-
ease, type 2 diabetes, or dementia to perform a health check [38]. A risk assessment 
including questions about alcohol use, physical activity, smoking status, weight, 
height, blood pressure, and blood tests for cholesterol and diabetes is performed, and 
they are given access to lifestyle and health advice tailored to the patients’ needs [39].

17.4  Preventable Risk Factors

Risk factors have their causes, sometimes in a complex chain of events (with many 
entry points for intervention), covering socioeconomic factors, environmental and 
community conditions, and individual behaviour; however, many are avoidable. Some 
elements are interconnected; for example, in ischaemic heart disease, cholesterol or 
high blood pressure act as a relatively direct cause of the disease. Whereas physical 
inactivity, alcohol, smoking, or fat intake contribute to their development. Hence, 
these have amenable risk factors, such as education, social status, and income. It has 
been understood that modifying these background causes is more liable to amplifying 
effects by influencing multiple proximal causes [35]. Therefore, these preventable risk 
factors can establish sustained improvements to health if addressed early on.

17.5  Stakeholder Engagement

Stakeholder engagement is an irreplaceable element that creates the canvas to make 
all of the above possible. At the same time, trust and credibility are required to 
achieve this. Trust can be gained through good communication or a solid doctor- 
patient relationship by listening and being open-minded. Credibility is gained 
through good research and using evidence-based proposals. There are two types of 
motivators for engagement that can play on the psychological aspect of reward and 
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Intrinsic Motivators

• Autonomy
• Belonging
• Curiosity
• Learning

Extrinisic Motivators

• Badges/ Gold stars
• Competition
• Fear of failure or 

punishment
• Money/ Rewards

Fig. 17.4 Intrinsic and extrinsic motivators

punishment: intrinsic (part of the stakeholder’s constitution), extrinsic (representing 
a benefit or a menace for the stakeholder), which are illustrated in Fig. 17.4 [40].

17.6  The Public Health Laws

Nothing can be regulated without some laws that are intended as health interven-
tions in what is called Public Health Laws. They define health agencies’ powers, 
duties, boundaries, systems, and regulations impacting health [41]. Nowadays, pub-
lic health professionals, legal and scientific expertise are more frequently brought 
together to develop, enforce, and evaluate health-related laws. Public Health Laws 
are responsible for protecting people from harmful exposures such as smoking, 
unhealthy food, antibiotics, alcohol, drugs, and even children abuse. These laws can 
also regulate the influential people known to be the stakeholders in the health sys-
tem, such as practitioners, registration staff for birth and death, reporters of infec-
tious diseases and many more. These laws should be approached to appeal to the 
stakeholder’s interest and plans to motivate them to start benefiting the whole popu-
lation. Learning how to negotiate with each entity using the tools listed in the sec-
tion above and the evidence needed to support each conversation will help reach the 
desired goal and laws for person-centred prevention in the health systems around 
the world faster and with all sides on board [42]. This tactic can protect people 
against biological, chemical, and radiological risks, preventing injuries and diseases.

17.7  Practical Implications

17.7.1  A Model for Person-Centred Prevention

A new preventive person-centred model in primary care is needed to achieve better 
health outcomes, experiences, costs, and higher staff satisfaction. This model is pos-
sible only when the broader determinants of health are addressed alongside what the 
system currently provides [43]. The paradigm shift from curative to preventive is a 
challenge in the current context of pressures on the health care systems. Under this 
rationale, a primary care-based model focused on self-care, with minimal additional 
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resources to an efficient resource redistribution tailored to the individual’s needs, 
will be proposed.

The model combines the patients’ perspective, the psychosocial context, and 
shared decision-making  between patients and health professionals based on the 
Seven Pillars of Self Care [44], the WHO Commission on Social Determinants of 
Health Conceptual Framework [45] and the comments of Roy et al. in 2014 (See 
Fig. 17.5) [46]. The model highlights the importance of the person as an active par-
ticipant in health fulfilment.

17.7.2  Assessing the Implementation 
of Person-Centred Prevention

The necessary steps for being able to evaluate a person-centred prevention interven-
tion are presented in Fig. 17.6.
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4. Collect data

5. Analyse and 
present data

6. Review 
measures

• Repeat
  steps 4 to 6

Fig. 17.6 Steps to evaluate person-centered prevention

Source: (Silva, 2014)

Before
care

encounter

During
care

encounter

After care
encounter

Definitions;
Preferences

Experiences

Experiences;
Outcomes

Fig. 17.7 Measuring 
different aspects of 
person-centred care. 
(Source: de Silva [47])

Most published research about measuring person-centred care has taken place in 
a hospital context with a rising primary and community care trend [47]. The main 
features measured are preferences, experiences such as empathy, communication, 
self-management, and shared decision-making. Other featured measured outcomes 
are through patient experience and empowerment, which can be done through sur-
veys or consultations. These can be measured before, during, or after the contact 
with any preventive services, as seen in Fig. 17.7.
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17.8  Discussion

Prevention in public health is proven to be the best measure to prolong life and 
improve the quality of the individual’s and the community’s health even though it 
may take some investments and longer time to implement [48]. The COVID-19 
pandemic demonstrated how valuable public health measures are in stopping the 
transmission, saving lives, and protecting the health service. Social cohesion plays 
a vital role in patient-centred prevention, expanding its aim to be seen as a means 
for ensuring the protection of adverse events and the broader concept. In its con-
stitution in 1946, the WHO embraced that concept by defining health not solely as 
the absence of disease but also a state of complete physical, mental, and social 
well- being [49].

From this perspective, integrating the predominant biomedical-technological 
approach that emphasises the biological aspects of both diseases and curative 
strategies with the social context and developing the concept of social determi-
nants of health is needed. In Alma-Ata year 1978, WHO embraced the goal of 
“Health for All in the year 2000” with primary health care as a vehicle to achieve 
this vision of health [50]. These were reiterated in the new Declaration on Primary 
Care in Astana in 2018 [51] including the call for more integration of public health 
into primary care. In 2005, WHO created the Commission on Social Determinants 
of Health, which adopted a conceptual framework based on the Diderichsen model 
[52], identifying structural and intermediate determinants. The first is the primary 
producer mechanisms of stratification and social divisions, such as macroeco-
nomic policies, public policies (education, health), social policies, resulting in 
income differentiation, ethnicity, social class, and schooling. The latter contrib-
utes to generating more inequality as modulators than primary causes [45]. 
Following this, Marmot collected evidence of efficacy in counteracting health 
inequities and published it in Fair Society Healthy Lives the Marmot Review [53]. 
In this review, the existence of a social health gradient (the lower the social class, 
the worse their health) and the need to act on the social determinants of health was 
highlighted with a strengthened role of prevention and to allow people control 
over their lives (empowerment) as key components. To enable primary care to 
deliver effective preventive measures, both at the individual and the community 
level, Rawaf has proposed various models to integrate public health into primary 
care in a WHO document. These models were suggested to reach preventive care 
and start taking a broader perspective. Therefore, individual care can be outlined 
in population outcomes like equity and social cohesion and easily applied to hos-
pital care. Some of the leading models proposed were “public health services and 
primary care providers work together” and “multidisciplinary training of primary 
care staff in public health” [54].
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Given the above, we feel that change from voluntary to compulsory vaccination 
should be considered to protect the population in a situation that mirrors the pan-
demic that has hit the world in 2020. The measles re-emergence due to anti- 
vaccination parents may eventually force the governments to proceed with 
compulsory vaccination if prevention is our primary goal. The return of eradicated 
diseases mentioned in the introduction, like the horrors of polio with the consequent 
disabling of populations, will be near. When the health system moves towards a 
more person-centred approach to any health risk, that is when one can see a differ-
ence in health status across the world.

17.9  Conclusions

After this discussion on how person-centred prevention can help with the current 
health sector crisis, it was made clear that a shift in investment from the curative 
biomedical approach to a preventive approach to care is needed. History has shown 
that preventive methods can be significant changers to population health outcomes. 
Many of the current pathologies burdening our health systems now have their ori-
gins in our lifestyle, behaviour, and environment.

Smoking, alcohol consumption, and obesity have preventive measures which 
rely on public policy and rely heavily on self-empowerment and self-care while 
being highly cost-effective on the whole system. Other factors that require consid-
eration are genetics, climate, occupation, the general environment, access to quality 
health services, education, and economics. Therefore, screening and testing in high- 
risk and vulnerable groups are encouraged. Why are physicians and other health 
professionals not practising prevention at all levels during their daily encounters 
with patients [55]? Is it because of the lack of training (not part of their training 
programmes), absence of policy, systems’ resistance to change, or lack of incentive?

This chapter has identified elements for a model to person-centred prevention 
and showed the steps towards assessing the corresponding interventions. 
Nevertheless, it is important to remember, without stakeholder engagement as a 
solid foundation, implementation is not feasible. Part of the stakeholder engage-
ment requires public health laws to support person-centred intervention, which 
requires the training of the health professionals accordingly [42]. We need to legis-
late, educate, and inoculate!

We hope that this chapter will contribute to greater attention to person-centred 
illness prevention and health promotion.
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